Leicestershire) are teaching districts, and it has three medical schools. The population of the region is 4414000 and Figure 1 shows the distribution in each district.
In mid-1987 a questionnaire was sent to each of the consultant physicians with an interest in gastroenterology in the region enquiring about workload, facilities, and staffing during 1986. All the consultants except two were general physicians and as such much of their work was in outpatient clinics and supervising the care of acute admissions on the wards. Endoscopy forms a large and well defined part of the gastroenterologist's workload and we therefore used it to study changes in the workload over the five year period from 1981 to 1986. The questionnaire was in two parts, the first relating to the endoscopic workload in 1986 in upper gastrointestinal (GI) endoscopy, colonoscopy, flexible sigmoidoscopy, ERCP and oesophageal variceal sclerotherapy, the number and variety of instruments available, and the facilities and staff devoted to endoscopy; the second part related to staffing and training in gastroenterology. 695 The overall findings were summarised and recirculated to respondents to enable any corrections to be made.
Endoscopic examinations
The number of upper and lower GI endoscopies done by physicians and surgeons in 1986 are shown in Table 1 . From Table 2 it can be seen that for both upper and lower GI endoscopy the increase in workload predicted in 1981 has been realised; the number of upper G6 endoscopies has doubled and the number of colonoscopies has increased by a factor of two and a half. In the Trent region the number of upper GI endoscopies has now equalled the number of barium meal examinations, which has remained unchanged (Fig. 2) with 40% found in the current survey. This may reflect the fact that Trent region has a relatively low financial provision compared with other regions. Nevertheless, the endoscopic throughput in the Trent region was comparable with that in the national survey. In spite of inadequate funding GI endoscopy is clearly an established and expanding facility in all districts in the region.
The number of endoscopic procedures per 1000 of the population in the region as a whole may be helpful for planners. In 1986 for every 1000 of the population there were 7.6 upper GI endoscopies, 0.94 colonoscopies, 0 37 ERCPs, and 0-17 variceal sclerotherapies. A study of observed practice such as this cannot hope to determine the optimum number of procedures and there is great variation in the number of endoscopies from district to district. There are many possible explanations for the variation. Participation of hospitals in drug trials might be expected to increase the number of upper GI endoscopies, as might delegation of outpatient management to junior medical staff, long waiting lists for alternative barium radiology, and an open access endoscopy service for general practitioners. In fact, two of the highest rates of endoscopy were in the two hospitals providing this service. Where the endoscopy service is less fully developed and where demand exceeds capacity the number of endoscopies done would be less than optimal.
In view of the vital role nurses play in disinfection and maintenance of equipment, it is particularly unfortunate that in seven hospitals there is no specifically designated endoscopy nurse. Most endoscopy units are already heavily committed but more endoscopy sessions are required. It is obviously difficult for most consultants to devote more than two or three sessions a week to endoscopy and it is therefore necessary to rely on junior doctors or general practitioner clinical assistants. Although financially attractive, the use of junior staff of registrar status presents problems in that they are likely to have moved on before they have received adequate training to work without supervision. Senior registrars are generally located only in the teaching centres. The general practitioner clinical assistant offers a better solution to this problem but they are employed in only seven of the 18 hospitals, and requests have been refused in 10 hospitals.
The financial implications of the increasing use of endoscopy in diagnosis and treatment must be tackled in a realistic way if an adequate service is to be maintained and expanded in the future. Whereas other services such as radiology have special budgetary provision, endoscopy as yet has none. This survey indicates that outdated endoscopes continue to be used when they should be replaced and that non-exchequer funds often have to be obtained in order to purchase new instruments. Furthermore, the strain on facilities is likely to be increased by the more stringent and longer lasting disinfection procedures now recommended which could result in fewer examinations being done in a session unless additional endoscopes become available.
There is now a clear need for careful planning of endoscopy at district and regional level; the aims of a district committee might be to press for adequate provision of staff, equipment and funding, to ensure rational and cost effective use of equipment and facilities, and to decide which endoscopic services be provided locally and which problems be sent to specialist centres elsewhere. At regional level an official advisory committee on gastroenterology or a regional gastroenterological services committee has been set up in many parts of the country, thus bringing the speciality into line with other disciplines such as cardiology, neurology, and radiology. Such an official group is lacking in the Trent region and any approach to the Regional Health Authority with a view to improving gastroenterological services has to be made through the advisory subcommittee in general medicine. Experience in other regions suggests that a strong case can be made for a regional gastroenterological services committee which is able to view the facilities and resources throughout the region as a whole.
A report by the Royal College of Physicians in 1984) emphasised the need for an increased number of physicians with specialist training in gastroenterology and suggested that the average district general hospital might now require two gastroenterologists. In 1981 of the 12 districts in Trent region, only the three teaching districts had more than one gastroenterologist and five years later only three nonteaching districts have acquired a second gastroenterologist. In the face of the increasing workload and in the light of probable medical staffing patterns in the future entailing fewer junior staff, urgent attention will have to be given to increasing the consultant staffing levels to provide the requisite gastroenterological services of the future.
Over the period 198 1-86 the Trent region was a net exporter of trained gastroenterologists since the eight senior registrars or equivalent in 1981 all achieved consultant posts but only six consultants with an interest in gastroenterology were appointed in the Trent region. Unfortunately, not one of the new consultant posts was anticipated in the 1981 survey, thus illustrating the extremely difficult problem of matching the number of trainees with the number of consultants needed in the future. If the number of consultants with an interest in gastroenterology in the region were to remain at its present level of 25, assuming a 25 year tenure of each post, it would mean an average one post falling vacant each year and four senior registrar or honorary senior registrar training posts in the region would provide for these requirements. At present there are five senior registrars or equivalent training in gastroenterology in the region which would offer some provision for additional consultant appointments being made in the future.
